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member has difficulty paying for medication or is in need of transportation to obtain
medical care.

In a recent publication we showed that for our population the most statistically significant
factors identified in the HRA in predicting future cost and utilization were: needing help
obtaining the essentials, self-reported health rating, and lack of transportation. (Jones A,
Lemak CH, Lulias C, Burkard T, Mc Dowell B, et al. (2017) Predictive Value of
Screening for Addressable Social Risk Factors. J] Community Med Public Health Care 4:
030.)

3b. Do you routinely and systematically collect data about social risk? Who collects this
data? When is it collected? Is it collected only once or multiple times for a beneficiary? Is it
collected consistently across populations? What are the burdens of this data collection on
plans, providers and beneficiaries?
MHN ACO member organizations aim to complete an Health Risk Assessment (HRA)
for each member within 60 days of enrollment, and 81% of members have an HRA
completed.
Anyone on the care team can collect the HRA information, but most often it is an
unlicensed Care Coordinator. The preferred workflow is to collect the information in
person at the office, but some HRAs are also done telephonically. The HRA is collected
once but then updated as appropriate by the Care Manager, as risk levels do shift over
time. The HRA takes about 5 minutes to complete for an average patient.

3c. Would standardized data elements for EHRs help you collect social risk data? If so,
how could these data elements be standardized?
MHN believes it would be useful to have standardized elements in the EHR that would
be able to be interfaced into and out of our care management system, to further aid in the
sharing of information across the healthcare ecosystem.

3d. What are barriers to collecting data about social risk? How can these barriers be

overcome?
Prohibitions against sharing information from programs regulated under 42 C.F.R. Part 2
(the “Part 2 Regulations”) create enormous real and perceived obstacles to sharing
substance use disorder information. Although the Part 2 Regulations do not apply as
broadly as is often believed, ambiguity in the regulations leads to widespread over-
suppression of highly relevant data that could be leveraged to support continuity of care,
reduction in duplication of services, and strengthen supportive services.

Additionally, every patient is different and has unique needs. Resolving those needs relies
on the granularity of data that so often can be lost if unique cultural, social, and
environmental factors that impact the populations served aren’t taken into account when
designing and delivering the social risk assessment. For example, assessing housing
insecurity can be done using several different questions — a patient could screen positive
on some but negative on others, and the resolution may be different depending on which
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are true. Providing a framework for assessment but allowing for cultural competence and
individual care team judgement for each member is key to attaining optimal outcomes.

3e. What do you see as promising future opportunities for improving data collection? For
using existing or future data to tailor services?
We believe that programs that are truly subject to the Part 2 Regulations could and should
be identified with tags or flags on the applicable NPI number. Tagging and segregating
true Part 2 programs would free up the use of the vast amount of substance use disorder
information that is currently inappropriately suppressed and can derail efforts to
meaningfully engage and coordinate care for patients in unique moments of vulnerability.

Having patients become more easily involved in providing data is an opportunity for the
future. Many of our patients have smart phone technology and we are interested in
connecting with them more through modalities that they prefer and that help to engage
them in their own care.

Thank you again for the opportunity to participate in the Public Meeting and submit this written
statement. We welcome the opportunity to discuss these ideas in greater depth. To coordinate,
please Cheryl Lulias, President and CEO, at 312- 274-0126 or clulias@mbhnchicago.org.

Sincerely,

G

Cheryl Lulias

President and CEO
Medical Home Network
Phone: 312.274.0126 x1210
Fax: 312.274.0555
clulias@mbhnchicago.org
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